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Kirkpatrick Heads New

Bioterrorism Branch
Prepared by Angela Green, Office Assistant, Epidemiology Section

On. Sept. 3, JamesW. Kirkpatrick, MD,
MPH began his new job as State
Bioterroism Coordinator and Branch Heed
of thenewly formed Officeof PublicHedth
Preparedness and Response in the
Bioterrorism Branch of the Epidemiology

Section.

b

Dr. Kirkpatrick formerly served as Chief Academic Officer, Dearv
Commandant of theU.S. Army Academy of Health Sciences.
Thisinstitution trainsand educates all reserve and international
military healthcare personnel of all DoD branches and allied
countriesto ensure optimal health and readinessof America’'s
military forcesand itscodlition partnersinal medical aspects, and
particularly in bioterrorismresponse.

Dr. Kirkpatrick received hisBachelor of Science degreefrom
Texas Tech Univerdty and graduated from theUniversity of Texas
Southwestern Medical School. He completed hisinternship at
Fort Lewis, Washington, and hisresidency at Walter Reed Army
Institute of Research. After receivingamaster’sdegreein Public
Health from Tulane University, hewent onto graduatefromthe
Armed Forces Staff College and the Army War College.
Kirkpatrick isboard certifiedin Preventive Medicine.

Dr. Kirkpatrick has had a30-year distinguished career asaU.S.
Army physician, serving our country in many capacities. North
Carolinaisvery fortunateto haverecruited Dr. Kirkpatrick asour
first branch head in the Office of Public Health Preparednessand

Response.
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New Research Confirms Once-a-
Week Regimen Effectively Cures

Tuberculosis in Select Patients

Prepared by Carol Dukes Hamilton, M.D., N.C. TB Medical
Director, General Communicable Disease Control Brarnch

The Tuberculosis Trials Consortium
(TBTC) confirmsthat aonce-weekly
— TB regimen, initiated after thefirst eight
’;*c — weeksof therapy, isaviableoptionfor
/. selected patients being treated for

active TB disease. Supported by the
Centersfor Disease Control and Prevention, TBTCisa
network of 23 clinica researchfacilities, includingthe Duke
University Medical Center and Durham Veterans Affairs
Medica Center (DVAMC) in Durham, N.C.

InthisTBTC study, publishedinthe August 17, 2002 edition
of The Lancet, investigators eval uated aregimen of once-
weekly isoniazid and rifgpentinegiven during thecontinuation
phase of therapy (from the ninth to twenty-fourth week of
treatment), asan aternativeto the standard twice-weekly
regimen of isoniazid and rifampininagroup of HIV-negative
TB patients. TBTC researchers, including Carol Dukes
Hamilton, M.D., assistant professor of medicineat Duke
University and medical director for theNorth CarolinaTB
Control Program, found the once-weekly regimen to be
safeand effectivefor HIV-negative patientswithout signs
of advanced tuberculosis(i.e., thosewith no lung cavities
identifiable on chest x-ray).

Toidentify those patientsin whom aweekly therapy would
be possible, more than 1,000 HIV-negative patientswith
active TB disease completed eight weeks of intensive TB
thergpy withthefour frontline TB drugs—isoniazid, rifampin,
pyrazinamide and ethambutol — before being randomly
assigned to one of two groups during the 16-week
continuation phaseof TB trestment. Onetria groupreceived
isoniazid and rifapentine (thefirst new TB-specific drug
approved by the Food and Drug Adminigtrationin 30 years)
onceaweek. Theother group recelved the standard therapy
of twice-weekly isoniazid and rifampin.

Both groupsof patientswerethen followed for two years.
Nine percent (46 patients) of those who took the once-a-
week regimen either relapsed or experienced treatment
failure. Six percent of those who took the twice-weekly

regimen (28 patients) relapsed or had atreatment failure.

Overdl, therdapseratein theonce-weekly amwasdightly
higher. However, when researchersreviewed dataon those
patientswithout lung cavities, they found that therelapse
rates were comparable (about three percent in both
treatment arms). Therefore, researcherswereabletoidentify
agroup of HIV-negative patientsinwhom the once-a-week
therapy would be assuccessful asother currently approved
treatment regimens.

Sincetheonce-weekly isoniazid and rifgpentineregimenis
administered lessfrequently than the standard regimen,
adherence may beimproved, helping to curemoreHIV-
negative TB patientsand prevent further TB transmission.
The once-weekly regimen isnot recommended for HIV-
infected TB patients. Thefindingswill beincorporatedinto
thenew TB trestment guidelines, expected out in November
2002, andintheNorth CarolinaTB Control Manual .

* % * % %

Vibrio vulnificus in North

Carolina

Prepared by Jeffrey Engel, MD, Head, General Communicable
Disease Control Branch and Thomas Morris, MD, MPH,
Medical Epidemiologist, Harmful Algal Blooms Preogram,
Occupational & Environmental Epidemiology Branch

North Carolinais a coastal state. There are beautiful
beachesto visit and abountiful fresh seafood industry for
dining. But noactivity iswithout risk, andworking or playing
inthe coastal waters, or eating raw or undercooked seafood,
particularly shellfish, are not without their unique hazards.
Like other coastal states, North Carolina has Vibrio
vulnificusin and around the water, beit in the brackish
estuariesor the ocean.

Mbriowulnificusisahdophilic (sdt-thriving) gram-negative
bacteria. It isamember of the Vibrio genus, of which V.
cholerae (the causative agent of cholera) isaworld-wide
scourgein thedevel oping world, and themorecommon V.
parahaemolyticusisanother cause of food-bornediarrhea.
V. vulnificusis considered the most virulent of the non-
choleravibriosbecauseitisaninvasive pathogen and often
hasarapidly fatal course. Unlikethe other vibrio species,
V. wulnificus has not been implicated in outbreaks but

(continued on page 3)



(Vibrio vulnificusin N.C. continued from page 2)

identified only in sporadic cases. All vibrio infections
identified in North Carolina are reportable to the N.C.
Divisonof Public Hedth’sGenerd CommunicableDisease
Control Branch (919-733-3419).

Ecology. V. wilnificusisconsdered ubiquitousto temperate
watersof varying sdinity. Itisnot foundinfreshwater, not
associated with sewage spills, and not amanifestation of
eutrophication (overgrowth from oversupply of nutrients
frompollution). Thereisnomammalianreservoir; however,
it can becomethenormd floraof filter-feeding shellfish such
asoysters, clams, mussels, and crustaces, including crabs.
Sincetheorganismthrivesbest inwarmer waters, most cases
areseeninthewarmer months, between May and October.
Culturesfor V. vulnificusfrom the environment (water) and
shdllfish (food) demonstrate aheterogeneous (or geneticdly
diverse) population of this bacterium from any source,
however very few membersin thisgroup are capabl e of
causing human infection. Thus, finding and culturing V.
vulnificusfromwater or oystersdoesindicatewhether itis
adrainthat iscapableof causing disease. Thismay explain,
inpart, why sofew humaninfectionsarereported (<5 cases
per year in N.C.) despite the amount of contact with salty
or brackish water by theworking and recreationd publicin
North Carolinaand people'sconsumption of seafood.

Exposureand riskstothePublic. There
areprimarily two porta sof entry of pathogenic

V. wulnificus: ingestion of theorganismby <=
eating raw or undercooked seafood (and ==
more rarely, food contaminated by
seawater), or by direct contact with estuarine
or seawater. Ingestionisthemorecommon
risk seeninfata cases, apatient having esten tainted seafood
within 7 days of presentation. Severity of disease is
dependent on both the amount of shellfish consumed, and
on host factorssuch asthe presence of chronicliver disease
or another immune-compromising condition. The less
common exposureisfrom direct contact of seawater onan
open skinwoundwhileworking or playing near water, which
canleadtoasavere, rapidly progressing skin and soft-tissue
infectionknownasnecrotizing cdlulitis.

Host risk factorsand clinical disease. Thefollowing
case was seen during the summertime at Pitt County
Memorid Hospitd (PCMH) in Greenville, N.C. Thepatient
wasa53 year-old manfrom Jacksonville, N.C., transferred

to PCMH from Ondow Memorid Hospitd (OMH) inseptic
shock. Hewaswd | until 12 hourseerlier, when hedeve oped
rapid onset of fever, chillsand confusion. Upon arrival to
OMH, hewasin comaand needed life support. A diffuse
red macular rash wasnoted, with the devel opment of blisters
in some areas. Antibiotics were started and he was
transferred by helicopter to the PCMH medical intensive
careunit. At PCMH, the rash progressed to form large,
confluent hemorrhagic blisters. Despite aggressivelife-
support, the patient died 24 hours after presentation to
OMH. Blood cultures and cultures of the blisters were
pogitivefor V. vulnificus. Later, it waslearned that the patient
wasan acoholicand had liver cirrhosis. Ontheday before
hisillness, hehad consumed over two dozen raw oystersat
afamily reunion.

Thisdramatic caseisilludrativeof thediseaseseenin Eagtern
North Carolinaabout twiceayear. Therisk factor for severe
illness is usually chronic liver disease, as the liver is
responsi blefor filtering and destroying bacteriathat enter
the bloodstream through theintestines. Other risk factors
for septicemic vibrio include immune-compromising
conditionssuch asAIDS, malignancy, and thelong-term
administration of immunomodulating drugs. While both
normal and high-risk peopleare susceptibleto necrotizing
cdlulitisfromskininoculation of vibrio, thehigh-risk patient
isat much higher risk of devel oping septicemia

| Trestment of thesepticemic patient conssts
—~———of intensive care and the rapid
== administration of appropriateantibiotics.
— Early consideration of disease is
paramount, since routine antibiotics

=

used to treat sepsisand cellulitismay
not be active against V. vulnificus. A tetracycline (e.g.,
doxycycline) isthefirgt-choice agent, with abroad-spectrum
cephalosporin (e.g., cefotaxime) and ciprofloxacin as
dternatives. Evenwith proper medica care, thecase-fatdity
rateof septicemicvibrioremainsat 33to 50 percent. Patients
presenting in septic shock, such asthe casereported here,
haveamortality rate of over 90 percent. Cdllulitisand deep
soft-tissueinfectionsmay requiresurgica drainageinaddition
toantibiotics.

Diagnosticand microbiologic consder ations. Infections
from V. wulnificus should be considered in any personwith
a recent history of shellfish consumption (severe
gastrointestinal illnessor septicemia) and/or exposuresto

(continued on page 5)



North Carolina Initiates its Ryan
White Title II Comprehensive

Planning Process

Prepared by John Peebles, Program Coordinator, HIV/STD
Prevention & Care Branch

In July 2002, the AIDS Care Unit of North

Carolina’'s HIV/STD Prevention and Care

Branch initiated acomprehensive planning

process. The N.C. plan will build on the

foundationareedy laid by the Strategic Planning
Process completed in spring 2001 and the Statewide
Coordinated Statement of Need processcompleted infall
2001. Development of the Comprehensive Planisanew
Health Resources and Services Administration (HRSA)
requirement. The Planisintended to accompany thestate's
annual applicationtoHRSA for Titlell funding andwill be
updated every 3 years. HRSA's definition of the
ComprehensiveHIV/AIDS CarePlanisthatitis“aroad
map for theincremental development of asystem of care
over thelonger term.” Eventhough the Comprehensive Plan
isaHRSA requirement, itisproving to beauseful process
and product to guide HIV/AIDS care planning throughout
North Carolina. It istherefore viewed as an opportunity
rather than asarequirement.

In July and August 2002, two meetingswere held with 35
key stakeholders. Thisgroup included representativesfrom
community-based organizations (CBOs), HIV care
consortia, other Ryan Whitefunded projectsand other Sate
agencieswithaninterestin HIV issues. Representatives of
HIV prevention projectsa so attended. Thegroup reviewed
the HRSA requirements and devel oped an action planto
addressthecritical issues.

HRSA specifiesthat two important foci beincluded inthe
ComprehensvePlan. ThePlan should: (1) addressdisparities
in HIV care, access, and services among affected
subpopulationsand historically under served communities,
and (2) address the needs of those who know their HIV
status and are not in care as well as the needs of those
currently in the care system.

Thegroup carefully considered the HRSA requirementsand
the elements of the North Carolina Strategic Plan and
developed the following list of critical issues for the
ComprehensvePlan:

e Provisonof highqudity health and support servicefor
al PLWHA (PersonsLiving WithHIV/AIDS);

e |dentification of PLWHA who know their status but
arenotincareinorder toincreasetheir knowledgeand
utilization of theseservices,;

e Improved coordination and integration of care and
related support services and activities between and
among Ryan White (RW) funded agencies and
organiztions,

e Elimination of disparitiesin accessto and utilization of
servicesfor historically underserved populationsand
rurd communities,

e Assurance that PLWHA are active, consistent and
meaningful participantsinthe planning, decisonmaking,
operation and eva uation of theagenciesproviding those
servicesand conducting those activities;

e Assured accountability for the acceptance of public
responsi bility and expenditure of publicfunds(includes
fisca accountability, monitoring, and communication);

e Coordinationof HIV careserviceswith HIV prevention
programs, including outreach and early intervention

KVices,

e Coordinationof HIV care serviceswithmental health
services and substance abuse prevention and treatment
programs.

After usngamodified consensusmodel of decisonmaking,
the group then devel oped strategies and associated action
plansto respond to each of the eight critical issues. This
processresultedinaclear “ street map” of how to proceed,
withtimelinesand clear delineation of responsible parties
for each action plan. By reducing thiscomplex planning
processto aseriesof well-defined, achievableactions, the
working group has ensured the validity and timeliness of
North Carolina splanning process.

Thecommunity will havean opportunity to comment onthe
Comprehensive Plan at a series of public hearingsto be
held around the statein November and December 2002.
Thefina Comprehensive Planwill then be submitted with
North Carolina sRyan WhiteTitlell applicationin February
2003.

* k% * % %



(Vibrio wulnificusin N.C. continued from page 3)

warmsdt or brackishwater (rapid necrotizing cellulitiswith
or without septicemia). Isolation of V. wulnificusfrom blood,
stool or wound isdiagnostic. Theclinical laboratory should
be alerted to look specifically for vibrio species because
they can be easily overlooked on standard mediabut can
beidentified quickly on special media. Bacterial isolates
should besaved for sudy, asthe University of North Carolina
at Charlotteiscurrently doing research on Mbrio wulnificus.

Mitigation and Prevention. Several federal and state
control measuresareaimed at prevention of humanillness
from consumption of sesfood. Thefederd Interstate Shellfish
Shippers Conference has a national education program
targeted to V. vulnificusinfections. At the statelevel, two
important legd interventionshavevastly improved seefood
safety. Firgt, summer harvesting of shellfishisbannedinN.C.
Thisisthereason why the Gulf states, where such aban
doesnot exist, experiencethevast mgjority of V. vulnificus
human illness in the United States. Second, the N.C.
Administrative Coderequires seafood restaurantsto post a
signwarning customersnot to eat raw seafoodif they have
theunderlying hedlth problemsnoted above. Further, seefood
marketsmust placeasimilar warning tag ontheholding nets
caryingraw shdlfish.

According to Wayne Mobley, assistant section chief of
Shdllfish Sanitation (inthe Divison of Environmenta Health
of DENR based in Morehead City), an extensve education
program existsaimed at both consumersand areaphydcians,
sinceitisequally important that personsat risk avoid raw
seafood consumption and that thelocal medical community
recognizesvibrioinfectionsearly. Antibiotic therapy witha
tetracycline(adrug not normally usedin sepsisor necratizing
cdlulitis) may belife-saving.

Once ahuman caseisreported, staff in Public Healthand
DENR attempt to find the source of infection. Thisinvolves
determining the mode of infection (gastrointestinal or
cutaneous) and tracing back to the seaf ood vendor source
if the casewasfoodborne. SincehumanillnessinN.C.is
sporadic, tracebacks rarely result in food recalls. V.
wulnificusisnot acontagiousdiseasethat is pread person-
to-person; thusthere are no i sol ation requirements.

Aswith many public health threats, a main prevention
strategy for humanillnessiseducation. Themessagesare:

e Food preparation: Raw or undercooked shellfish should
be avoided if a host-risk factor is present. Freezing
uncooked seafood doesnot kill the bacteria; chilling
raw ‘ oysters-on-the-half-shell’ onicedoesnot reduce
therisk. Only thorough steamingkillsvibrio.

e Minimizeexposure of skinwoundsto warm seawater
and apply proper first aid if aninjury occursin salty
water.

e Physiciansand other primary care providers should
understand therisk factorsfor seriousvibrio disease,
suspect septicemiaand/or cellulitisimmediately inthe
proper clinical setting, and prescribe appropriatefirst-
lineantibictics.

I nfor mation and websites:

Health risk and preventioninformation can be obtained by
calling the N.C. Division of Public Health General
Communicable Disease Control Branch at (919) 733-3419,
theHarmful Algal BloomsHotlineat (888) 823-8915 or
Shellfish Sanitation at (252) 726-6827. Informationisaso
avalableon-line

N.C. Divisonof Public Hedth:
www.epi.state.nc.us/epi/hab/vibrio.html

USFood and Drug Administration:
www.cfsan.fda.gov/~mow/chapl0.html

Centersfor Disease Control & Prevention:
www.cdc.gov/ncidod/dbmd/diseaseinfo/vibriovulnificus _g.htm

References
Linkous DA, Oliver JD. Pathogenesisof Vibrio vulnificus. FEMS
Microbiol Let 174:207-214, 1999.

Neill MA, Carpenter CCJ. Other Pathogenic Vibrio. In: Mandell
GL, Bennett JE, Dalin R, eds. Mandell, Douglas and Bennett's
Principles and Practice of Infectious Diseases. 5" ed. New York:
Churchill Livingstone; 2272-2276, 2000.
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The North Carolina Pocket
Reference Guide For Clinical
Evaluation and Treatment of
Clients With Sexually

Transmitted Infections

Prepared by Peter R. Moore, Senior Public Health Advisor,
HIV/STD Prevention and Control Branch

TheNorth CarolinaHIV/STD Preventionand CareBranch
has published apocket referenceguidefor STD clinicians
and began dissemination of theguideto cliniciansin July.
The guide was devel oped by Branch staff to supplement
the more comprehensive North Carolina STD Protocol
Manual andisdesigned so that providerscan easily carry a
copy in alab coat pocket for ready reference. A handy
mini-manua for conducting appropriate maleand femae
STD exams, the new publication includes proceduresfor
the STD physical exam, specimen collection, supplies
needed for exams, and 2002 CDC STD treatment
guidelines. Thetarget audienceisclinicianswho provide
STD careunder standing orders, but it can a so be used by
otherswho provide STD assessmentsof clients.

The pocket guide resulted from a Branch assessment of
STD clinician training resourcesthat indicated aneed for
STD exam guidance. To develop a method to provide
clinicianswith the necessary information, staff from from
different program areas held aseries of meetings. Working
together on the project werethe DHHS Women'sHealth
Branch, Breast and Cervical Cancer Control Program,
Health Promotion Branch, N.C. State L aboratory of Public
Hedlthand HIV/STD Prevention and Care Branch, aswell
asthe UNC-CH School of Public Hedlth.

This guide is being distributed to approximately 4,000
cliniciansacross North Carolina, including local health
department clinical staff, cliniciansin community-based
organizations (CBOs) that serve high-risk patients, and
private medical doctors.

Sinceanaticleonthisguidein CDC'sThursday STD report,
the Branch hasreceived severd requestsfrom STD program
managersacrossthe United Statesfor samplesof the pocket
guide. The Branch has been sending sample copiestoall
thosesites, with recommendationsthat they reproducesimilar
guidesintheir respective states. For moreinformation,
please contact Pete Moore at (919) 733-9585.

* % * % %

The Public Health Implications
of Drought Conditions

Prepared by Thomas Morris, MD, MPH, Occupational and

Environmental Epidemiology, Harmful Algal Blooms Program

J =

y

) L down appreciably. Drought isconsidered
anaturd disaster, but unlikethemoreacute

events such as earthquake, tornadoes, hurricanes and

flooding (such as Floyd in September, 1999), drought is

moreinsidiousbecauseit uses neither force nor excess of
dements, but thelack thereof over time.

North Carolinaisnow into thefourth year
of an ongoing drought. In spite of some
rainfall, the surfacewatersof thetateare

Drought can create public safety concerns. It may create
conditionsconduciveto natura (wild) fireswhilereducing
water availablefor firefighting. In devel oping countrieswith
alessrobust agriculture, apoor distribution systemand a
weak economy, drought can mean crop failurefromwhich
famine, malnutrition and starvation can occur. For a
devel oped nation, drought can have profound economic
consequencesand occasiona societal implications, suchas
themigration of peopleinthe 1930sfromthe Dust Bowl in
theMidwest.

Intermsof public hedth, drought doesnot resultin adisaster
responseinvolving rapid mobilization of resourcesas seen
in recent hurricane events. Nor doesit pose adirect and
immediatethresat to public heathintermsof breakdown of
infrastructure, loss of access or displacement. Thedirect
threat of drought isitseffect onthe supply of usablewater,
particularly potablewater and water for sanitation uses.

A prolonged rainfall shortage can affect water sources,
particularly surfacewater. This, inturn. createsastresson
water treatment plants. The amounts of contaminants
contained in dischargesinto surface water —metal ions,
industrid materias, and toxic substancessuch ascyanotoxins
(byproductsof blue-greendgae) —usually remain constant;
however, as the quantity of water decreases, the
concentrations of such materials can rise to potentially
harmful levelsdownstream, and can affect both drinking
water and recreational water. Fecal coliform counts (an
indicator for sawagein awater system) may alsogo up as
theamount of water in water systlemsgoesdown; however,

(continued on page 7)



(Implications of Drought Conditions continued from page 6)

coliform countsoften spike after arainfall event rather than
during drought.

Inthe United States, drought isnot usually thedirect cause
of morbidity or mortality, unlikeanother weather event such
asaheat wave or hurricane. However, thereareindirect
effects. Drought can create conditionsfor wildfiresand forest
fireswhich, inturn, can compromiseair quality downwind
and affect peoplewith respiratory problems, ashappened
during the 1998 Floridafires. Drought can creste conditions
inwater management conduciveto sewage contamination
of drinking water sources. For example, backflow between
drain systemsand potablewater suppliesduetofalingwater
pressures may be aproblemin homesand buildingswith
obsol ete or poorly maintained plumbing. Stagnation can
occur insurfacewater supplies, increasing thelikelihood of
aga bloomswhich can compromisewater quality.

Drought can create conditions for increased infectious
disease, both during andimmediately after thedrought. Weter
stagnation during a drought can aggravate mosquito
populations, thusincreasing the risk of mosguito-borne
diseases, and rainfal eventsafter adrought usualy resultin
anincreasein diseasevectors, particularly mosguitoes. As
natural water suppliesdiminish, encroachment by wildlife
into devel oped habitats can lead to crowding of potential
anima hogtsand arthropod vectors, whichinturn canamplify
some vector-borne viral diseases such as St. Louis
Encephalitis(SLE) virus. Indry conditions, peoplearea so
morelikely to be out-of-doors, increasing their chances of
encounterswith vectors, including ticks.

Dry conditions coupled with wind can spread certain
endemicfungi. Anepidemicin Californiaduring thelate
1970sof coccidioides, apathogenic fungi endemictothe
American Southwest, was thought to berelated to rains
followed by aprolonged dry spell. However, histoplasma
and blastomycetes, two types of fungi endemicto North
Carolina, have not yet been shown to increaseintimes of
drought. Interetingly, after theemerging disease Sn Nombre
virus (hantavirus) was described inthe American Southwest
in 1993, it washypothesized that therewasasharp increase
in the deer-footed mouse population after a prolonged
drought, resulting inincreased human contact with rodent
excrement and thusthevirusitself.

(continued on page 10)
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Patricia Funderburk Ware Meets
with N.C. HIV Clinical/

Medications Advisory Committee
Prepared by Seve Sherman, Aids Policy/Advisory
Coordinator, HIV/STD Prevention and Care Branch

4\Y &
DN
Bush Adminigtration, cametoRdeighon

0

A‘V August 8 and 9 to meet with the N.C.
AIDS Advisory Council and the N.C. HIV Clinical/
Medications Advisory Committee. The primary focus of
her visit wasadiscussion about federd funding, particularly
inrelationto the state’'sAIDS Drug Assistance Program
(ADAP), which has been closed to new enrollees since
December 15, 2001.

Patricia Funderburk Ware, executive
director of the Presidential Advisory
Council onHIV/AIDSintheGeorgeW.

On Thursday evening, Ms. Ware participated ina“Talk
withthe Leaders’ sessonwithinvited membersof N.C.’s
HIV/AIDS community. Also present at the event were
DHHS Secretary Carmen Hooker Odom and Pastor Ed
White, Chairman of theN.C. AIDS Advisory Council, dong
with Dr. Steve Cline, chief of the Epidemiology Section,
Evelyn Foust, head of theHIVV/STD Prevention and Care
Branch; and Barbara Pullen-Smith, executive director of
the Officeof Minority Heelthand Hedth Disparities, dl within
theN.C. Divisonof Public Health. About 100 membersof
the HIV community participated in the Thursday evening
get-together, whichwasheld at theN.C. Museum of Natural
Sciences. The event was supported jointly by Glaxo
SmithKline, Abbott, and Agouron pharmaceutical
manufacturers.

On Friday, Ms. Ware met with thetwo statewide Advisory
Committeesat their regular meetings at the M cKimmon
CenterinRaleigh. Thefocuswasagainfedera fundingand
ADAP. And although there does not appear to be any
“quick and easy” fix to the funding shortfall, apositive
dialogue was established between Ms. Wareand the North
Carolinacommunity. It wasgenerdly agreed that thefunding
methodology currently used to distribute Ryan White AIDS
Carefunds does not adequately support North Carolina
and other southeastern states, where the epidemicismost
rapidly growing. Ms. Ware encouraged members of the
committees and the community asawholeto make sure

(continued on page 8)



Southern States Summit on

HIV/AIDS and STDs
Prepared by Judy Owen-O’ Dowd, Program Manager
HIV/STD Prevention and Care Branch

A Southern StatesSummit on HIV/AIDSand STDsis
being sponsored thisfal by the Kaiser Family Foundation,
nationa Centersfor Disease Control and Prevention (CDC),
and the National Alliance of Stateand Territorial AIDS
Directors(NASTAD). Themeeting will beheld November
13- 15, 2002 at the Sheraton Charlotte Airport Hotel in
Charlotte, North Carolina.

Statesin the South face unique and critical challengesin
responding tothe country’sHIV/AIDSand STD epidemics.
Many Southern states are cons stently among thetop ten
states having high annual case rates of AIDS, syphilis,
chlamydiaand gonorrhea.

The Southern states' AIDSdirectorshave collaborated to
educate national partners, policy makers and African-
American community leaderson the South’'sHIV/AIDS
and STD crisisand the need for an urgent call to action.
The upcoming Summit will provide an opportunity to
examinethe South’suniquebarriersto providing HIV and
STD prevention and care services, current stateand federd
resourceinadequacies, and successful effortsto promote
awareness and mobilizecommunitiesof color.

For moreinformation, please call Evelyn Foust at (919)
733-9490.

* % * % %

(Patricia Funderburk Ware Visit, continued from page 7)

that the state's story was heard in Washington, and she
committed to hel ping to make that happen.

Prior to her present appointment as executive director of
the Presidential Advisory Council onHIV/AIDS, Patricia
Funderburk Ware was president and CEO of Preserving
Family Well-being Foundation, a national, non-profit
organizationthat focusesonissuesof the African American
family. She served asdirector of educational servicesfor
Americansfor aSound AIDS/HIV Policy and director of
the Office of Adolescent Pregnancy Programsat the U.S.
Department of Health and Human Servicesduring thefirst
Bush Administration. Sheisrecognized inthe U.S. and
internationdly inthefie dsof teen sexudity, HIV/AIDSand
family preservation. Sheisanativeof Wilson, N.C.

* k% * % %

Highlight on Emerging Infectious
Diseases Laboratory Fellowship

Program

Prepared by Ledlie Wolf, Public Health Scientist
Sate Laboratory of Public Health

The Emerging Infectious Disease (EID) Laboratory
Fellowship Program, sponsored by the Association of Public
Health Laboratoriesand Centersfor Disease Control and
Prevention, wasinitiated in 1995to srengthenthe U.S. public
hedlth infrastructure through training programs. Thistwo-
track program (oneyear for bachelor’sand master’slevels
and two years for the post-doctoral level) provides
laboratory training in state and federal public health
laboratories. Fellowsgain hands-on experiencein avariety
of diagnodtictestsand research methodsto addressemerging
diseases and other issues of public health importance. In
addition, thefellowsareencouraged to participatein outbresk
investigationsand atend a leest onenationd scientificmeeting
during their tenure. Thelaboratory and thefellow benefit
tremendoudy fromthispartnership.

The North Carolina State L aboratory of Public Healthis
fortunateto have hosted three EID fellowsin the past: Edie
Alfano, MPH, PhD (1996-97); Leslie Wolf, PhD (1997-
1999); and VirginiaWood, M S (2000-01). This September,
thelaboratory we comeditsfourth EI D fdlow, William Glover
[11. Williamreceived two B.S. degreesfromthe University
of lowainMay of 1999, with onedegreein Microbiology
andtheother in Clinica Laboratory Sciences. Asan ASCP
certified medical technologist, he has worked at Duke
University Medical Center since August 1999. Williamis
interested in advancing histechnica skillsinmolecular biology
andincreasing hisknowledgeof topicsre ated to publichedth
initiativesand medical research. Wearevery pleasedto have
William aspart of thelaboratory team for the coming year!
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Reported Communicable Diseases, North Carolina, January-September 2002 (by date of r eport)*

Year-to-Date (Third Quarter) 3" Quarter
Disease 2002 2001 | Mean (97-2001) 2002 Comments/ Notes

Brucellosis 1 - 2 1
Campylobacter 496 365 516 257
Chlamydia, laboratory reports 18409 | 16657 15757 6336
Cryptosporidiosis 28 23 - 7| Notel& 2
Dengue 3 1 2 2
E. coli O157:H7 36 36 97 20 | Note 3
Ehrlichiosis, Granulocytic 1 - - 1] Notel& 2
Ehrlichiosis, Monocytic 7 9 - 6 | Notel& 2
Encephalitis, California group 12 2 - 11 | Notel & 4
Foodborne, C. Perfringens 1 - 10 1
Foodborne, other 29 7 31 26
Foodborne, staphylococcal 62 - 20 5
Gonorrhea 12028 | 12920 13577 4040
Haemophilus influenzae 30 41 31 9
Hepatitis A 182 157 180 54
Hepatitis B, acute 175 161 242 43
Hepatitis B, chronic 710 466 653 233
Hepatitis C, acute 22 16 - 8| Notel & 4
HUSTTP 2 1 - - | Notel& 2
HIV/AIDS 1242 1222 1215 466 | Note5
Legionellosis 9 7 14 4
Listeriosis 5 2 - 2 | Note 8
Lyme disease 101 33 52 55
Malaria 19 12 28 10
Meningococcal disease 29 59 61 12
Meningitis, pneumococcal 34 38 51 3
Mumps 1 4 9 -
Q Fever 2 - 1 1
Rabies, animal 557 450 485 228
Rocky Mountain Spotted Fever 226 121 104 135
Salmonellosis 1042 980 1280 547
Shigellosis 278 283 345 134
Strepto. A, invasive 107 124 - 18 | Note 2
Syphilis, total 488 722 1009 156 | Note 6
Trichinosis 1 - 0 1
Toxoplasmosis, congenital 1 - - - | Notel& 2
Toxic Shock Syndrome 3 4 3 1
Tuberculosis 243 251 294 85
Tularemia 1 1 2 -
Typhoid, acute 1 2 3 1
Vibrio vulnificus 2 4 - 2 | Note7
Vibrio, other 7 8 - 3 | Note2
Vanco. Resistant Enterococci 430 446 - 118 | Note 2
Whooping cough 36 56 108 16

* Preliminary data, as of 9/30/2002. Quarters are defined as 13-week periods. Only reportable diseases reported in
2002 arelisted in this table.

Notes: 1. Not reportable in this entire time period; 2. Became reportable 8/1/1998; 3. Became reportable 10/1/1994;
4. Became reportable as such 8/1/1998; previously within other category (“ Encephalitis’; and “Hepatitis, non A-non B”); 5.
Earliest report with HIV infection or AIDS diagnosis; 6. Primary, secondary and early latent syphilis; 7. Became reportable
7/1/1997,

8. Became reportable 7/2001.



(Implications of Drought Conditions continued from page 7)

In summary, drought in the United States does not create
animmediatedirect threet to public hedth. However drought
creates conditions that can reduce and threaten water
supplies with increased concentrations of contaminant
compounds; worsen conditionsthat canresultinforest fires
and thereby affect air quality; and causeincreased contact
among humans, animal hosts, and the vectors of
anthropogeni ¢ zoonotic diseases such asthe encephalitic
virusesand Lyme Disease. To protect their health, people
should conservewater and take precautions outdoors such
asusing insect repellent, wearing light-col ored clothing,
avoiding Sagnant water, and stayingindoorsduringar quality
derts.

The state has organi zed adrought program in cooperation
with severd federal agenciesandlocal municipalities. The
North CarolinaDrought Monitoring Council isorganizedto
coordinateactivitiesof state agenciesinthe assessment and
the response to drought and to activate the Drought
Assessment and Response Plan, apart of theNorth Carolina
Emergency OperationsPlan. Thehost organizationisthe
North Carolina Division of Water Resources. Further
information about conservation and restrictions on water
use can be found on the Internet at www.ncwater.org/
water_supply_planning/drought_monitoring_council or by
caling (919) 733-4064.
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Dr. Steve Cline Receives the
North Carolina Public Health

Association’s Reynolds Award
Prepared by Bill Furney, Information and Communication
Specialist

Public Health Preparedness and Response

Congratulationsto Dr. Steve Cline, chief
of the Epidemiology Section, for receiving
the N.C. Public Health Association’s
Reynolds Award in September during the
association’s Annual Educational
Conference in New Bern. Bestowed
annudly tothe personwho hascontributed
themost to public hedthin North Caralina
within the past year, the award recognizes Dr. Clinefor
successfully and s multaneoudy coordineting responseefforts
associated with the events of September 11 and the anthrax
crissinthefdl of 2001.

Theassociation cited Dr. Clinefor hisability to quickly pull
“together ateam of state expertsto support local public
health officialsin theimpacted areas, coordinate disease
investigation, and thwart public hysteriaby mounting an
aggressive public awareness'mediaresponse. Not only did
he conduct atextbook epidemiol ogicinvestigation showing
that North Carolinawasnot the[anthrax] source, thiseffort
becamethe framework for creating a state public health
policy for responding to bioterrorism. Dr. Cline was
recognized on many levelsfor hisactionsand many states
have borrowed from North Carolina sbioterrorismresponse
plan.”

* % * % %



Employee Recognition:
Employee of the Quarter

Dr. Jean-Marie Maillard

Prepared by Patsy P. West, Administrative Assistant
Epidemiology Section
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Dr. Maillard began his career with the General
Communicable Disease Branch, Epidemiology Section, on
April 1, 1992 as head of the Office of Epidemiologic
Investigation and Surveillance. Hisvast experiencein
internationa medicineasaUNICEF consultantin Myanmar,
Burma, his experience as a World Bank Consultant in
Madagascar; and thetime he spent working asaregiona
medica officer in Botswanaand asdistrict medicd officer
in Saint Lucia, Eastern Caribbean, gave him in-depth
expertisefor hisnew role. Ashead of the unit, he oversees
communicabledisease surveillancereporting proceduresa
thestatelevel. Additionally, he provides consultationto the
local health departments, physicians, mediaand other callers
about communicabl e di sease case management interms of
public health control measuresand assistsininvestigation
of cases, clustersand outbreaks, including goingto various
countiesfor sitevistswhen needed.

Dr. Jean-Marie Maillard hasreceived the
Epidemiology Section’s Employee
Recognition Award for the fall quarter of
2002. Dr. Maillard was nominated in the
category of “ Service Excellence.”

Sincethetragedy of September 11, 2001, Dr. Maillardis
theliaison with theinformation technology staff on merging
and expanding our current communicable disease
surveillance system with NEDSS and the HAN
technol ogies. He workswith outside groups such asthe
UNC School of Medicine Emergency Department and the
UNC School of Public Health Bioterrorism Preparedness
Group on training and surveillance issues related to
bioterrorism preparedness. AsUnit Head of OEIS, heis
currently the lead responseindividual from the General
Communicable Disease Control Branch on outbreak
situationsthat may haveterrorist implications. During the
anthrax occurrence, Dr. Maillard wasthe lead physician
for the Epidemiol ogy Section, workinglong, extended hours
providinginformationto stateand local medical and non-
medical personnel, many timesbeing on-call 24 hoursper

day.

11

Dr. Maillard consistently excels in dedication to the
respongbilitiesof hispostion. Hisunflagging excdlencehas
earned him recognition by his peersand others he serves,
particularly at the local health department level, as a
dependable resource for advice and information about
communicabledisease control issues.

Inadditionto receiving the Epidemiol ogy Section’'sEmployee
Recognition Award for “ Service Excellence,” Dr. Maillard
will be presented with a gift certificate from the Section
Management Team.
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